Introduction
A specialist who works in hospital should be very cautious in expressing opinions about new forms of treatment for patients in general practice. Before doing so he should certainly remind himself both of the kinds of disorder which are presented most commonly to general practitioners and of the methods which they already use to treat them.
The neurotic disorders of general practice have been well reviewed by Shepherd et al. (1966) . One essential point is that, compared with patients referred to hospital, fewer of those in the practice present with well-defined syndromes such as agoraphobia and obsessional neurosis and more complain of physical symptoms related to tension and anxiety. They are also more likely to describe mixed anxious and depressive symptoms. In these ways they differ from the neurotic patients who have been treated in most clinical trials of behaviour therapy, for these patients have been drawn either from hospital referrals or from volunteers who have minor symptoms. Great care must be taken, therefore, in generalizing from these clinical trials to the treatment of patients in general practice.
How do general practitioners usually treat patients who have symptoms of anxiety or other neurotic complaints? Most receive psychotropic drugs, however interested their doctors say they are in the psychosocial problems of their patients, presumably because general practitioners have little time for psychotherapy or social interventions (Shepherd et al. 1966) . A recent survey of drug prescribing (Skegg et al. 1977) confirms that psychotropic drugs are prescribed extensively. Complete information was collected about the prescriptions issued in five general practices which together served a population of about 40 000 people. One in every five women on the practice lists received a prescription for a psychotropic drug at least once in the study year, while among women of middle age the figure rose to one in three.
Several suggestions have been made about ways in which general practitioners could be helped to treat these patients without using drugs and without sending them to hospital. Some have advocated the attachment to general practices of nurses specially trained to carry out behaviour therapy (Ginsberg & Marks 1977) . Others have suggested the attachment of social workers to undertake counselling and social measures for which the family doctor has insufficient time (Cooper et al. 1975) . A third suggestion is that psychologists should be attached to health centres (Johnston 1978 ). However, it seems likely to be a long time before the Health Service will have money for the extra staff which any of these developments would require. It is sensible, therefore, to ask whether there is an alternative. We have been trying to find ways of helping patients treat themselves with the minimum of time from their doctors or from other trained staff. Our methods are behavioural and they originated in studies of treatment of agoraphobia.
Findings with agoraphobia
We decided to study agoraphobia because, although it is not a common problem in general practice, the syndrome includes a well-defined behavioural component which makes it relatively easy for the research worker to measure response to treatment. It is also able to represent a range of problems which are encountered in other neuroses including problems in relationship between the patient and other members of his family. I shall first summarize the relevant findings of this research and then go on to discuss the suggestion that some of the general principles which were found to be important in the treatment of agoraphobia apply also to other neuroses and specifically that they apply to treatment of neuroses encountered in general practice.
The first stage in the research was to identify the most effective behavioural procedure for use with agoraphobia patients. We found, as others have done (see review by Marks 1978), that the essential procedure is repeated and prolonged exposure to feared situations. We went on to find out whether this exposure needs to be practised in real situations or whether it is sufficient to imagine them (as is the practice in systematic desensitization). Before we had completed our investigation, Emmelkamp & Wessels (1975) reported that exposure to real situations is more effective. It turned out that our investigation, which was planned independently, was very similar in its design to this Dutch study. Despite this, the results were at first sight quite different: at the end of our course of 16 sessions of treatment the effects of the two types of exposure were identical ). However when we looked, not at the results at the end of the course of treatment, but at those at the end of each treatment hour, the finding was different. At this point our results agreed with those of Emmelkamp and Wesselsreal exposure was more effective .The design of our study, although very similar to that of the Dutch group, differed in one important way: our patients had more time between treatment sessions in which to practise on their own and they were encouraged to do this. The most plausible explanation of the difference between the two investigations seemed to be that this real-life practice, carried out by the patient on his own between sessions with his therapist, and shared by both treatment groups, exceeded the effects of the sessions of specific treatment. The implication of this seemed clear: instead of trying to devise better forms of treatment for the therapist to use when the patient was with him at the outpatient clinic, it would be better to make this self-treatment between visits even more effective.
Once this new viewpoint was accepted, two new problems had to be faced. First, patients cannot treat themselves unless they understand very clearly what it is they have to do. Secondly, they are unlikely to practise persistently unless they have particularly strong motivation. As usually carried out, behaviour therapy takes little account of either problem, so we took steps to overcome each one.
It is well known that patients remember only a small part of even the simplest verbal instructions given by their doctors (Ley & Spelman 1967) . Instructions about behaviour therapy are complicated -far more complicated than those given to patients about taking medication. To overcome this problem Dr A M Mathews, who was then working in our department, introduced an instruction manual for patients and their spouses which set out the steps of treatment in a clear and simple way. Patients were required to read this more than once and to discuss it with the therapist.
The problem of improving motivation also required special measures. At first we tried to use the motivating forces of group treatment as Hand et al. (1974) had done, but we were unable to repeat their findings . Instead, Mathews et al. (1977) sought to overcome this problem by enlisting the interest and help of the patient's spouse or of a close friend. This person joined in treatment from the start and was taught both to assist the patient in the early stages of treatment and to praise and reward every small success until the patient achieved a degree of improvement which was rewarding in itself. Mathews et al. (1977) demonstrated the feasibility of this method of treatment in an uncontrolled study and a controlled clinical trial has recently been completed (L Jannoun, P Catalan, M Munby & M G Gelder, in preparation). In this investigation, 28 agoraphobic women were allocated randomly to two groups. Patients in one group were told that agoraphobia is perpetuated by fear and avoidance and were encouraged to go out each day for progressively longer journeys. At the same time, they were taught simple anxiety-management skills. Patients in the other group were told that agoraphobia is perpetuated by anxiety arising from concurrent social problems and they were encouraged to deal with these difficulties in their lives by simple problem-solving methods. Both groups were provided with instruction manuals which gave a rationale for the treatment and explained in detail the procedures which the patient had to use. The length and format of the booklets was similar, though the content differed. In both groups, the spouse took part in treatment from the start, and in both, patients kept detailed records of any journeys which they made. In each group, the therapist saw patients five times in the four weeks of treatment, but spent no more than three-and-a-half hours in all with each patient. (Treatment was carried out at the health centre in the area of the patient's home so that some time was also spent in travelling.) Ratings were made by the patient, the spouse and a psychiatrist who was unaware of the patient's treatment. The first analysis of the results indicates that patients improved more with the treatment which used anxiety management and progressive contact with feared situations. A striking finding is that these three-and-a-half hours spent with the therapist led to more improvement than had been observed after 18-24 hours of sessions with the therapist when behavioural treatment was carried out with similar patients in previous studies (Gelder et al. 1967 . Equally important is the fact that patients continued to improve for some weeks after the end of this short treatment: all other behavioural treatment for agoraphobia has so far failed conspicuously in this respect, the groups of patients having ceased to improve as soon as they stopped seeing the therapist (Gelder 1977) .
Our provisional conclusion from this investigation is that simple self-help methods can yield good results with agoraphobia provided that there is an effective 'delivery system' to instruct and motivate the patient. As much thought has to go into the delivery system as into the treatment technique; only when patients practise every day for weeks on end can we expect to reverse neurotic symptoms which have been present for months or years.
With regard to the patients in the control group, we have noted that they changed significantly less than the patients who practised going out. However, the preliminary. analysis of results also shows that they changed substantially more than the control groups in our previous investigations with similar patients, and almost as much as some previous groups treated with behaviour therapy. This finding requires replication, but it suggests the value of a problem-solving approach to life problems provided this is carried out vigorously -as it was with our efforts to teach and motivate our patients.
Applying the findings to other neuroses I now wish to suggest that a similar self-help format is appropriate for the treatment of other neurotic disorders in general practice. In our department, the same 'delivery system' of instruction manuals and involvement of close relatives is being used to treat anxious patients with simple relaxation and anxiety-management techniques, again with the minimum of time from the therapist. Patients also record symptoms as they occur in order to identify the events which provoke them. Our preliminary findings suggest that even when anxiety is accompanied by physical symptoms, relaxation procedures coupled with instructions about simple ways of coping with anxiety can be effective if they are practised diligently. They also indicate that considerable efforts have to be made to bring about compliance with the treatment, especially with patients who have become used to taking anxiolytic drugs regularly. A clinical trial is starting with patients who complain of anxiety or of physical symptoms related to this.
The treatment of problems of sexual inadequacy has been approached in a similar way in our department. It is possible to pick out from the rather complicated treatment of Masters & Johnson (1970) a number of behaviours which the sexual partners can practise together (Bancroft 1975) . The partners are seen together, and written information is given about the procedures which they have to practise together. This makes relatively brief treatment possible and the results are encouraging (Mathews, Bancroft et al. 1976) .
The principles which can be deduced from our work with agoraphobia are, however, more general than this, and as such they relate to counselling of a more conventional kind as well as to our behavioural methods. What I have to say now is more speculative than the preceding parts of this paper, but I will try to put my ideas in a way which can be tested by further research. First, rather than arrange longer and more elaborate sessions with the therapist, it may be better to see the patient briefly in order to help him formulate clear ideas about what he can do to help himself in the course of his daily life. Secondly, the problems of compliance with psychological treatment are just as great as those which have been described with drug treatment; however they are not insoluble provided that special measures are taken. Arising from this, information booklets appear to be of considerable value in teaching patients what to do, and other family members can help to keep up the patient's motivation provided that they also understand what is intended in treatment. The third principle is the value of carefully graded goals and of time limits on treatment. This last point is, of course, becoming well recognized in many forms of counselling. It seems possible that one of the reasons why graded goals are helpful is that they make sure that the patient succeeds at each step and that this in turn helps to reduce the demoralization which is such an important part of neurosis. These general points may apply as much to counselling as to behavioural treatment; indeed, it is perhaps more constructive to think not of alternative methods of treatment, but of synergistic procedures which are fitted into this general 'delivery system' according to the patient's needs. For some it will be a specific behavioural task (as in agoraphobia, or some 'Cases of sexual inadequacy); for others it will be a more general method such as relaxation training; for many of the rest it may be a simple scheme for overcoming difficulties with a problem-solving approach. No doubt this scheme will turn out to be too simple, but it is practical and relatively easy to implement. If it also stimulates research then it will have served a very useful purpose.
